
Albarran has never observed this but admits it
may be so. It must be rare.
Unilateral renal hemorrhage occurs in many

conditions beside renal tumor, notably in early
tuberculosis, stone and, commonest of all, in the
so-called essential renal hematuria. I know of no
certain method of differentiating the latter kind
of hemorrhage in many cases from new growth
except by exploratory incision.
Analysis of the urine of the two kidneys ob-

tained by segregation of ureteral catheterization
may throw light on the diagnosis. Tumor cells
are rarely found. Albumen and microscopic
blood are frequent, but not distinctive.
Modification of the renal function in cases of

malignant disease of the kidney are to be expected
where much of the parenchyma is involved.
Diminution of the total quantity and of the
quantity of solids have been observed, also
alteration in the excretion time of méthylène blue,
indigo carmine and phloridzin. Sufficient work,
however, has not yet been done in this line to
warrant definite conclusions, and such evidence is
merely of contributory value.
Finally, in cases in which the diagnosis is al-

ready reasonably established, the cystoscope
should be called into use to determine as far as

possible the presence and activity of the second
kidney as in any case where nephrectomy is con-
templated.

Reports of Societies.
NEW YORK SOCIETY OF THE AMERICAN

UROLOGICAL ASSOCIATION.
Meeting of March 26, 1900.

The President, Dr. James Pedersen, in the chair.
Dr. Richard L. O'Neil, of Boston, said that cancer

of the male urethra was an extremely rare condition.
It might be primary in the deep urethra without any
previous venereal condition. Dr. O'Neil said he would
like to report two cases of Dr. Barney's ; both were from
records of the Massachusetts General Hospital.

Case I : This was a man sixty-two years old. He
denied ever having had any venereal disease. Two
years before, being seen in the hospital, he had a sudden
retention of urine lasting five hours. Since then he
had had occasionally attacks of difficult micturition.
Five days before his entrance he had an acute reten-
tion which lasted two days, when he began to pass a
little urine. Upon examination, there was found an
induration at the penoscrotal junction, extending to
the posterior limits of the perineum, apparently sur-

rounding the urethra. The bladder was distended to
the umbilicus. There was edema of the prepuce and
multiple urethral strictures. The rectal examination
was negative. A perineal section was performed. At
the end of seven weeks he returned for dilatation. At
the end of five weeks he again returned, and the perineal
wound was enlarged, and a cavity with suspicious-
looking tissue was found. This tissue upon examina-
tion proved to be epitheliomatous. Death occurred
about eight months later from cancer.

Case II: This patient was fifty-eight years old,
and had had gonorrhea fifteen years previous. Seven

years ago he had acute retention, of which he was
relieved by catheter. Since that time he had more or
less difficulty with micturition. About one week
before his admission to the hospital he noticed a pain-
ful swelling in his perineum. This upon examination
proved to be a perineal abscess, which was opened. A
second operation was done later and a perineal stricture
was cut and some gray granulations removed which
proved to be epithelioma. This patient in time died.

Case III : This patient was a man sixty-five years
old, and gave no history of any venereal disease.
For a number of years he had had trouble with micturi-
tion, at times the retention lasting for a few hours. He
had had twelve such attacks of temporary retention.
During the last three or four weeks he was getting much
worse. He passed blood once, a terminal hematuria.
Upon examination his abdomen was found to be full
and dull on percussion in its lower part. At the peno-
scrotal junction was a hard, nodular, tender mass
which seemed to involve the urethra. The patient
claimed that this mass had been present but three or
four weeks. The examination of the prostate was

negative and did not seem to connect with the mass.
No instrument could be passed, and their use caused
bleeding. This patient was sent from the dispensary
to the General Hospital for operation. There was then
quite a difference of opinion among the members of the
staff who had seen him ; they did not know whether the
growth was an inflammatory one or a malignant one.
Most cases had been wrongly diagnosed, either as a

simple structure or a structure with peri-urethral
abscess, or urinary extravasation. This patient was
to be operated on, so the diagnosis was not known.
But it seemed to him that the feeling and the fact that
for four weeks there had been no tenderness very
strongly favored the diagnosis of neoplasm.
In regard to cancer of the bladder he said he had

nothing to add except to emphasize that in the ad-
vanced and inoperable cases relief of the symptoms was
obtained by curetting, cauterizing and draining the
bladder. By this means some cases would be made
very comfortable for some time.
With regard to intraperitoneal cystoscopy, as referred

to by Dr. Greene, work had been done and reported by
Dr. Harrington, of Boston, fifteen years ago. This was
a good method and gave an excellent avenue for ap-
proach to bladder tumors, particularly when the tumor
had a broad base and it was desirable to remove the
entire thickness of the wall, or nearly so. He had seen
it done a number of times. Dr. Davis had seen cases of
papilloma with small stalks, and the approach by this
method was very easy and one got a good operative
field. But in the use of this instrument, the base of the
growth must be broad and the growth limited to
certain portions of the bladder. Such a case he said he
had assisted in operating uponjust one week ago. The
end result was unfortunate. This old man had a

growth the size of a silver half dollar, and it was con-
nected with the urethra. The operation was a difficult
one, and the patient died of shock. He recalled another
case of a manwith an infected bladder ; the growth was
rather extensive. The intestines were protected with
gauze. Extraperitoneal drainage was instituted, but
the patient died of peritonitis. Such operations had a
definite indication. In this last case, the growth could
not have been removed in any other way. The tumor
was very malignant.
With regard to tumors of the testicle, sarcomas, of

course, were very fatal. He had found it stated some-
where that finding cholesterine crystals in the aspirated
fluid meant that there existed a teratoma of the testis.
Sarcoma of the kidney in children under ten years of

age'was not uncommon. This reminded him of a case
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that had been reported, a four and a half pound tumor
removed from a child but three years old; this tumor
was comprised of various forms; there was the round
and spindle-celled sarcoma, fibroma, and in places
smooth muscle fibers were noted. Hematuria was the
most common symptom, and most reliable, but must
be differentiated from that occurring in nephritis and
from various other causes. When the mass could be
felt, the disease was far advanced.

One of the most interesting of the kidney tumors was

hydroncphroma, interesting because the patient pre-
sented symptoms of an interstitial nephritis, with high
blood pressure, with the second aortic sound accentu-
ated, polyuria and hematuria, etc., cases that were not
infrequently treated as a chronic nephritis until the
true nature of the condition was determined. Such a
case was diagnosed by Dr. Councilman, of Boston, who
based it upon what was found in the urine. The urine
in hydronephroma might have a low specific gravity,
few hyaline casts, and blood might be present.
In closing, Dr. O'Neil said he would like to speak

briefly in reference to adrenal tumors, and described a
case seen by him a few days ago in the dispensary. The
patient was a man, fifty-six years old, who gave no

symptoms except shortness of breath and a feeling of
weakness in his legs, and was referred to him from the
medical department. Examination revealed a systolic
murmur at the apex of the heart. The abdomen was

full, but not tender; there was a marked resistance
caused by a large mass in the right hypogastrium and
epigastrium, well shadowed by the x-ray. The skin
was markedly bronzed. The urine had a low specific
gravity, 1,008, was pale, and contained albumen .25%.
Ten days previous he had blood in his urine which was

pale red. Later there was no macroscopical blood.
The examination with the cystoscope was negative.
Examination of the prostate was negative. Adrenal
tumors were rare. He believed the case to be one of
adrenal tumor with destruction of the gland. These
tumors were seen but occasionally. There were the
benign tumors, the adenoma and cyst-adenoma, both
of which might become quite large. The sarcoma was
the most common of the malignant type. The symp-
toms were vague, the metastasis being first noticed.
They involved the blood vessels in their growth, and
hematuria might be present because of pressure upon
the vena cava and renal veins causing congestion in
the kidney. When the tumor was felt, it was more in
the epigastric region than would be a renal tumor.
The bronzing of the skin might or might not be present.
An operation in such a case would be unsuccessful.
In this case the tumor was enormous. After operation,
a section was given to the pathologist, who reported
the growth to be a papilloma and that he could find no

malignant elements. This patient died in one year
after. He believed that in order to determine the
malignancy of a tumor, the growth must be sectioned
throughout its entire extent.
Dr. Bond Stow presented specimens of multiple

metastatic sarcomata of the ureters.
Dr. E. L. Keyes, Jr., presented two specimens of

Wilm's embryonal sarcoma of the kidney. One was

quite large, the other small. The large tumor was
removed from a girl nine years old. She gave a history
of having had this tumor for three years, but its rapid
growth only occurred during the last six months. She
had no hematuria. She had lost much weight. The
tumor weighed 6 lb. The patient withstood the opera-
tion well, but she died six weeks after from an extension
to the right lung. The kidney was adherent under the
diaphragm. The remarkable thing about the operation
wasche ease with which the tumor was removed. The
incision made was the ordinary one, along the right

border of the rectus muscle. These tumors were mixed,
but with the sarcomatous type predominating. A
point of interest in this specimen was a nodule of bone
situated in the middle of the tumor.
The second specimen was a tumor which was removed

by Dr. S. J. Walsh. This case was very instructive,
showing the growth of the tumor from the center of the
kidney, with normal kidney tissue at either end. The
patient was a boy, thirty months old.
With regard to shadows of the kidney, as referred to'

by Dr. Squier: Shadows of the kidney tumor might
be as misleading as shadows of stone. Recently, Dr.
Keyes had a case of genital tuberculosis, the disease
being in the prostate, the bladder and one testicle. He
thought the trouble began in the left kidney. Four
years previous, the patient had had a severe pain on the
left side, and hematuria; it was, therefore, supposed
that the trouble began in that kidney. The bladder
was in bad shape and it was impossible to catheterize
the ureters. Two ureters were found by cystoscopy;
and the left ureter was apparently in the center of an
ulcer. There was a retention of 7 oz. of urine caused by
stricture. A perineal section was, therefore, done.
Because of the x-ray findings the left kidney was later
cut down upon. It was found to be slightly enlarged
by hydronephrosis involving the ureter and pelvis of
the kidney. There was no tuberculous or inflammatory
lesion at all.
Dr. Keyes said he had had but one case of epithelioma

of the urethra, and this was peculiar in type. It
showed itself simply by producing a gleet. The patient
had had gonorrhea; one year later, he had a persistent
urethritis. He was washed and dilated to 45 without
any trouble. The urethroscope was used and a whitish
papilloma was found. Various caustics were used, but
without any good effect, and the curette was then
used; the growth was as hard as leather. The case
was, therefore, turned over to Dr. Abbe, who applied
radium to the growth with very satisfactory results.
It was diminishing in size. It looked like a leuco-
plakia of the tongue.
Dr. Winfield Ayres said he was interested in the

use of the operating cystoscope for removing tumors.
When once a tumor of the bladder was diagnosticated,
he did not believe in wasting time, but to attack the
tumor at once. The base of the tumor might be
malignant, whereas the rest of it might be benign, and
such cases should be operated upon at once.
Dr. Squier neglected to mention one thing in par-

ticular in the symptomatology of tumors of the kidney,
i. e., the scarcity of symptoms, and he recalled four
cases in which the diagnosis was made of hydrone-
phroma, and in each case the only symptoms present
were hematuria and frequency of urination. In all
four, an examination was made for tumor of the blad-
der, but the cystoscopic examination showed a normal
bladder, but urine coming from but one ureteral orifice.
The observation cystoscope should be depended upon

to determine from which ureter the blood is coming,
as the ureteral catheter, no matter how carefully passed,
may cause a little blood from a perfectly healthy
ureter. Unfortunately, at times no blood will be seen

issuing from either side, and under these conditions the
ureters may be catheterized in hopes of locating the
trouble. Dr. Cabot, in one instance, not seeing any
blood issue from either kidney, catheterized both sides
and then made pressure over the suspected side and
there was immediately a gush of blood from the catheter
inserted on the suspected side. Dr. Ayres never had
had to resort to this, but considered it a valuable point.
With regard to diagnosing the origin of blood in the

ureter without the use of the cystoscope, this could
sometimes be done. Pass a catheter into the bladder

 The Boston Medical and Surgical Journal as published by 
The New England Journal of Medicine. Downloaded from nejm.org at SAN DIEGO (UCSD) on June 27, 2016. 

 For personal use only. No other uses without permission. From the NEJM Archive. Copyright © 2010 Massachusetts Medical Society.



and wash it out; if the return flow comes quickly clear,
one probably was dealing with hemorrhage from the
kidney, whereas, if the washings cleared slowly of
blood, the hemorrhage was probably from the bladder.
But this was not always true. The only certain
method, however, of making a diagnosis of the originof the hemorrhage was by the use of the cystoscope.
He reported briefly an interesting case which had

been under observation four years. For eighteenmonths
before his first call the patient had been subject to
attacks of colic followed by severe hematuria. At the
time he first came under observation the urine was free
of blood, but he had a bilateral pyelitis which was cured
by lavage. There was no enlargement of either kidney.
The periodic attacks of colic and hematuria continued.
Two years ago there was no enlargement of either
kidney, but eighteen months ago the right kidney was
felt to be markedly enlarged. An operation was
advised, consented to, and a very large hypernephroma
was removed. Since that time the patient has been
perfectly well. »

Three years ago a patient was referred by Dr. Few-
smith whose only symptom was hematuria. The right
kidney was discovered to be enlarged and nephrectomy
was advised. A moderate sized hypernephroma was
found. Six months later the patient suffered from
retention, and on cystoscopic examination a tumor

—probably a metastatic hypernephroma
—

was seen
occluding the internal orifice of the urethra. Patient
refuses operative interference.
Dr. Follen Cabot, speaking of growths of the genito-

urinary tract, said that an early diagnosis was most
important, and we were getting to the time where an
early diagnosis was more frequently made« than for-
merly. This was very important in order that lives
might not be sacrificed by frittering away valuable
time before the diagnosis was established.
What Dr. Smith had stated regarding epithelioma

of the penis with a tight foreskin was very true; all
patients operated on by the speaker had tight foreskins.
In regard to tumors of the bladder, the determination

of their situation was very important. Most of them
were seen on the floor, not on the anterior wall, but when
in the latter situation, they could be removed more

completely and with "better results. Dr. Cabot had
seen two cases of tumor of the anterior bladder wall.
In the examination of these growths different kinds of
cystoscopic telescopes should be used. Among them
was the direct telescope, the indirect and the Kelly
cystoscope for use in the female bladder. In making
a diagnosis, two examinations should always be made ;
a mistake might occur because of the presence of a
blood clot, cystitis, etc. Dr. Cabot reported having
seen a stone adherent to the bladder wall, and this was
not recognized as such until after three or four examina-
tions. The stone was covered with dense mucus and
looked like a growth hanging to the bladder wall.
About preliminary removal of new growth of the

bladder, he disagreed. Negative findings were not so

valuable, of course, as positive findings, but at the
same time he felt that a positive diagnosis made by the
removal of a small piece of the growth might easily
change the whole plan of an operation. In removing
these growths one must get at the bladder wall from
the outside. In doing a double nephrostomy, the
ureters must also be tied off; otherwise, they would
continue to drain into the bladder.
The approach to the bladder in operations for new

growths could well be made by the extraperitoneal
route. All necessary room could be obtained by
pushing the peritoneum back and lifting the bladder
up into the wound.
The transperitoneal route, owing to changes of in-

fection from the bladder, was not, the speaker thought,
a safe procedure. Nearly all bladders^the seat of new
growth were seriously infected.
Dr. G. A. de Santos Saxe said he was astonished

that not more had been said by some of the readers of
the papers concerning the value of the microscopical
study of the urine in the diagnosis of tumors, especially
of tumors of the bladder and kidney. Perhaps it was
because this question was one that had not yet been
really thoroughly settled. He noticed that Dr. O'Neil
had mentioned a case in which the diagnosis of hyper-
nephroma had been made by Professor Councilman from
a study of shreds in the urine. Dr. Saxe said that his
personal experience in his line of work had in many
cases demonstrated the value of the microscopic study
of the urine in the diagnosis of tumors, although he had
never been able to make out a " hypernephroma " in
this manner. He asked to be permitted to relate a
case which he had had the opportunity of examining,
in conjunction with other surgeons about one year
ago. The patient was a woman who was supposed
to have a growth in her pelvis, but the exact location
of the growth was not known. Previous to operation,
which had been obtained by catheter, her urine was

carefully examined, and, to his astonishment, he found,
in addition to the urinary elements, what he could not
help recognizing as intestinal elements, such as intesti-
nal epithelia, connective tissue shreds and fecal frag-
ments. These epithelia had oddly shaped, ameboid
processes. He had never seen from any part of the
urinary tract such oddly shaped epithelia. Pigment
was also present in these bizarre epithelia. This pig-
mentation, these atypical epithelial forms and the
presence of fecal elements led him to conclude that
they were dealing with a case of vesico-intestinal fistula,
and that there was a malignant growth present. At
operation, this diagnosis was found to be correct. The
tumor mass involved the bladder wall and the intestine.
The carcinoma had been primary in the uterus and had
subsequently involved the bladder and intestine. A
complete hysterectomy, a resection of a portion of the
gut and a resection of part of the bladder were per-
formed, and the patient was living to-day. The opera-
tion was performed about one and a half years ago by
Dr. W. G. Crump, of this city, by whose kindness Dr.
Saxe was permitted to study the case.
With regard to the diagnosis of hypernephroma, Dr.

Saxe said he had never been able to make a diagnosis
of this tumor as such from an examination of the urine,
nor from the clinical data of the case. Some surgeons
of late have gone so far as to make this diagnosis clini-
cally, and Dr. Saxe wondered how such a diagnosiscould be made without more facts than the existence of
bleeding and possibly of a mass in the loin. It seemed
to him that this diagnosis might now be made more

frequently, since surgeons had come to recognize the
existence of hypernephroma as a more frequent occur-
rence, and were on the lookout for it.
Dr. Ferd. C. Valentine said that, in his opinion,

one point regarding intravesical neoplasms had not
been sufficiently emphasized, namely, the tendency of
benign growths to recrudesce and then become malig-
nant. It had been his fortune to see but few, perhaps
seven or eight, such growths in this country. In the
late Nitze's service, however, quite a large number had
been presented; all were removed by the incandescent
snare through the operating cystoscope and their bases
cauterized by means of the same instrument. Nitze
held, however, that their removal gave but temporary
relief, for the invariable result was their recrudescence
in the course of time. The speaker recalled one of
Nitze's patients from whose bladder Nitze removed a

pedunculated papilloma, in the site of the same cicatrix
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from which four similar growths had been removed in
the same manner.
The skill that Nitze possessed in this work is by no

means within the visual and manual dexterity of all
operators. Although as far as the speaker's knowledge
went, every such operation was successful in Nitze's
hands, Nitze invariably warned those who saw him
operate that whoever attempts the cystoscopic re-
moval of tumors ought at every stage of the procedure
to be prepared for cystotomy, lest otherwise uncon-
trollable hemorrhage directly endanger the patient's
life.
It was Nitze's habit to emphasize also that recur-

rence of a vesical tumor is apt to be associated with
malignancy, or followed by cancerous degeneration of
the scar.
Dr. Fitz reported a case of sarcoma of the bladder

that he had charge of three or four years ago. This
was a hospital case, and had been seen one or two years
before by Dr. Terry. The cystoscope showed the
presence of this tumor, but the diagnosis of sarcoma
was not made. The bladder was opened through the
vagina and the tumor was removed. The examination
of the specimen showed it to be a sarcoma. A recur-
rence occurred within three or four weeks, the tumor
attaining the size of the one removed. An attempt was
made at resection of one half the bladder and a trans-
plantation of the ureter, but the patient died two or
three days after. The interest in this case was in the
rapid recurrence.
Dr. Potter believed that not much could be added

to the discussion, but there were one or two points that
should be emphasizedm reference to cancer of the penis,
and which had not been referred to by either Dr. Smith
or Dr. O'Neil. He had been fortunate enough to see
two cases of cancer of the penis, urethra and bulb, one
of which he was unable to report. Both cases had been
operated upon two or three times before a correct
diagnosis was made. They had been treated as simple
strictures. There was no venereal history in either
case. The diagnosis in one case was made by accident,
and at the last minute.
With regard to epithelioma of the penis there was

one point of importance; in a series of 100 cases, of the
15% that died, there was no involvement of the inguinal
glands. This showed that the lymphatics of the penis
had drained under the pubic arch without passing
through the inguinal glands.
In the Annals of Surgery published two or three

months ago there was a very interesting and novel
operation described for cancer of the penis which
seemed to him the most radical thing yet done. This
surgeon took out the inguinal glands as well as the
dorsal lymphatics of the penis. These dorsal lym-
phatics of the penis were involved in many cases. Such
an operation, in his opinion, should effect a most radical
cure of the condition.
Dr. Robert H. Greene, closing the discussion, said

that concerning cancer of the penis he believed it was
on the increase ; that he had seen three new cases within
the past two weeks. He never operated upon these sus-

pected cases until he had given the patients a thorough
course of antisyphilitic treatment covering some time.
He recalled the case of one patient who, after one
month's antisyphilitic treatment, had the supposed
cancer of the penis clear up. This, of course, showed
that it was a gumma of that organ.
With regard to the statement made about the ease

in diagnosing tumors of the bladder, he said he had
made no such statement. In several of the cases he
had operated upon he had had difficulty in making a

diagnosis ; in two of them hemorrhage prevented use of
cystoscope at all ; in another, on account of hemorrhage,

only a blur could be made out indicating tumor with
the cystoscope. You could almost always determine,
however, that some disease of the bladder existed.
Dr. Cabot had misunderstood him in thinking he
recommended any one particular operation. Each
case should be considered by itself; it was sometimes
impossible to tell the exact condition until the bladder
was opened.

AMERICAN NEUROLOGICAL ASSOCIATION.
Thirty-Fifth Annual Meeting, Academy of Medi-

cine, New York City, May 27-29, 1909.
(Concluded from No. 15, p. 518.)

a case of primary degeneration of the pons,
cerebral peduncles, medulla and, to a less

extent, of the cerebellum, associated with
primary degeneration of the cortico-spinal
tracts; with autopsy.

Dr. T. H. Weisenburg and Dr. S. D. Ingham,
Philadelphia, presented this paper. Dr. Weisenburg,
reading, said that a man of forty-two, with an unim-
portant family history, had developed a tremor of his
entire body, with staggering and uncertain gait, head-
ache and dizziness, followed by increasing weakness
and spasticity of the lower and then the upper limbs and
a gradual difficulty in talking, eating and swallowing,
with involuntary laughing and crying, There had been
weakness of the tongue, palate and facial muscles, but
no fibrillary tremors or atrophy. Ataxic movements of
the eyeballs had been present early. The reflexes had
been everywhere increased with bilateral Babinski.
The autopsy showed a primary degeneration of the
pons, cerebral peduncles, medulla and cerebellum.
There had been, besides, a primary degeneration of the
cortico-spinal motor fibers.
thrombosis of the cervical anterior median spinal

artery; syphilitic acute anterior
poliomyelitis.

Dr. William G. Spiller, Philadelphia, presented
this paper and said that, with the exception of the case

reported in this paper, he knew of no instance in which
thrombosis had been demonstrated by necropsy to be
confined to a small portion of the anterior cervical
supply. The case was a contribution to syphilis as a
cause of acute anterior poliomyelitis; to the position
of the fibers of pain and temperature in the anterior
part of the lateral columns and of the fibers of tactile
sensation in the posterior columns; and to the path-
ology of brachial paraplegia. It demonstrated that
occlusion of a limited portion of the anterior arterial
system of the spinal cord ormedulla oblongata produces
a symptom-complex that should be capable of diag-
nosis even without necropsy. The case was as follows:
About four years previous to his paralysis the patient
had had what was supposed to be spinal meningitis,
from which he had recovered. He had been in excel-
lent health, and was employed at the time the paralysis
occurred in an ice house and with another man had been
lifting blocks of ice weighing about 100 lb. Fifteen
or twenty minutes after lifting the last block he had
begun to have pain between the shoulders, and felt
numb and weak in the upper extremities. Ten or
fifteen minutes later he had felt weak and numb in the
lower limbs. He had gradually recovered the use of
the lower limbs, although they had remained somewhat
spastic. He had normal sensation of touch everywhere.
Sensations of pain and temperature had been much
affected in the lower and upper limbs and trunk. He
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had been almost completely paralyzed in the upper
limbs, and these limbs had been much wasted. The
microscopic examination had shown that the lesion was
thrombosis. The whole anterior part of the cord from
the fourth cervical to the first thoracic segment inclu-
sive had been much degenerated. The pyramidal tract
had been only slightly affected. The lesion affected the
blood supply of the anterior part of the cord. The
thrombosis had probably been syphilitic in origin.
Dr. Bernard Sachs, New York, said that every

one who had seen much of spinal syphilis would agree
that anything resembling a poliomyelitis in connection
with spinal syphilis was an extreme rarity. He had
been thoroughly busy with this subject some ten or
fifteen years ago, and during that period he had not
seen a single case that could be relegated to this group.
It seemed to him that the only safeguard to put around
one in endeavoring to interpret a condition of this sort
during life was to insist that, in addition to the special
symptoms, there should be some other symptoms point-
ing to constitutional syphilis before it would be safe to
make a diagnosis of syphilitic anterior poliomyelitis.
pathogenesis of tabetic arthropathies based upon
the anatomical and histological study of two

CASES.

Dr. Alfred Gordon, Philadelphia, read this papel-'
saying that a degenerative state of the peripheral nerves
was an essential element in the causation of the arthro-
pathy, yet another factor was necessary, and this was
trauma. In view of the hypotonia, loss of tendon
reflexes and loss of sensations, traumata of the joints
might occur very readily and pass unnoticed. In two
of his cases slight traumata had become the starting
points for later arthropathies. The smallest nerve
branches distributed within and around the affected
articulations (knees and foot), also the blood-vessels,
had been carefully examined microscopically. Identi-
cal nerve branches and blood vessels had been taken
from the unaffected side of the body and equally
examined for the purpose of control. Degenerative
conditions were found in the nerves on both sides.
Very slight changes were found in the blood vessels.
The conclusion is that while degeneration of peri-

pheral nerves is a sine qua non in the genesis of tabetic
arthropathies, trauma is an indispensable element.

Saturday, May, 29, Morning Session.
Dr. F. W. Langdon, second vice-president, called

the meeting to order at 10.24 a.m.

PAIN IN TABES DORSALIS AN IMPORTANT DIFFERENTIAL
DIAGNOSTIC POINT AS BETWEEN GENERAL PARESIS.

Dr. E. D. Fisher, New York, read this paper, saying
that the pains of tabes were lightning-like and dis-
tributed in the peripheral nerves either in the upper or
lower extremities; girdle or band-like and of a duller
character either in the lumbar or dorsal region ; or in
the form of the paroxysmal crises of pain involving the
various visceral organs, as the stomach, bladder, heart,
etc. These pains in typical cases of general paresis
were rare, though we had general paresis of the tabetic
type, that is, with irregular spinal symptoms in which
pain was present. He drew attention to this one symp-
tom to emphasize his opinion that we had two distinct
diseases in general paresis and tabes dorsalis.
Dr. Graeme M. Hammond, New York, said that he

could not attach the same importance to the pain symp-
tom that Dr. Fisher did. He did not see all cases of
tabes suffering from sharp lancinating pain. In fact,
one case he now had under treatment, a man of great
intelligence, who had had tabes for the past ten years
and had all of the symptoms of tabes, including the

classical Argyll-Robertson pupil, had never had a single
pain during the whole course of the disease. On the
other hand, he had seen cases of paresis in which he
could distinguish the pains they complained of from
the typical pains of many tabetics. They were sharp,
lancinating in character in the legs or in the arms;
generally, in paresis, they were in the arms as well as in
the legs, but they were of distinctly the same type.
The symptom, therefore, of pain was not one which
could be relied upon in making a differential diagnosis.
Dr. H. N. Moyer, Chicago, said that he would like

to know what typical symptoms a tabetic ought to
have. There might be such, but they did not come

frequently under his observation. The last speaker
had spoken of the typical changes in the cord ; so far as
his examination of cords had gone he had not found
typical changes. Unquestionably, tabes passed into
paretic dementia of the typical sort ; not so commonly
as was generally supposed, but undoubted cases were
seen. He remembered a classmate whom he had under
observation for twelve years. There was no question
of his having typical tabes. He had pain and stagger-
ing when he walked. In the last year of his life he had
passed into typical paretic dementia and, fortunately,
Dr. Moyer had been able to get the cord and brain, and
the changes in the brain had been the characteristic
changes thatwere seen in paretic dementia, and in the
cord had been also found the typical changes of tabes.
Dr. E. D. Fisher said that he had purposely made

his statement as sharp as he could to bring out just
the discussion which had taken place. He might have
over-reached a bit, but at the same time he intended to
do so. Dr. Hammond's experience about the course of
patients without pain in tabes was, of course, a
common one. We might find a patient with tabes
where all the symptoms confined themselves to ataxia.
Wewere talking of the patients who had pain, not those
who hadn't. Those irregular cases are the ones that he
would say were apt to pass into general paresis.

THE SURGICAL TREATMENT OF ATHETOSIS AND
SPASTICITIES BY MUSCLE GROUP ISOLATION.

This paper was prepared by Dr. Sidney I. Schwab
and Dr. Nathaniel Allison, St. Louis, and presented
by Dr. Schwab. Athetoid and spastic conditions of
organic origin were essentially similar processes due to
several factors; the essential mechanism was nervous
in origin. The term " muscle group isolation " im-
plied the isolation of the muscle or group of muscles
which were at fault in the production of contracture
deformity or athetosis. It was made effective by cut-
ting off from the central nervous system the connection
along which the abnormal impulses, active in causing
spasticity or athetosis, were transmitted. This was
done by isolating the nerve and injecting it with an
alcoholic solution. There resulted an immediate
paralysis of the physiologically stronger group of
muscles without interfering with the free muscular use
of the antagonists. At this point physiologic exercises
planned to further strengthen the antagonists mightbe used.
Dr. B. Onuf, New York, said that it so rarely

happened that we got therapeutic suggestions at meet-
ings that when we did get such suggestions he did not
believe a speaker should be ashamed of it and make
excuses for it. He had observed that athetosis was

essentially a symptom of diseases which had been
acquired at a very early age. He had not seen a single
case of athetosis in which the lesion which caused it had
been acquired in adult life. He explained this to him-
self, theoretically, by assuming that there was an inter-
ruption in the pathways between the cortex and lower
centers at an early date, and then these lower centers
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acquired a certain independence and movements were
acquired which Were entirely independent of the will.
If this was the case, then, if the offensive muscles were

paralyzed for a period of six months, these lower centers
might again forget, and the cortical centers again gain
their ascendancy.
Ik' Dr. Schwab said that in case of athetosis we not only
paralyzed the muscles, but their sensory supply totally,because there was a theory that athetosis also depended
upon the abnormal sensory impulse as well.
hereditary spastic paraplegia with report of

seven cases.

Dr. John Punton, Kansas City, Mo., read this paper,
saying that hereditary spastic paraplegia was compara-
tively rare. In the seven cases he reported heredity
had been the chief etiologic factor and had been of
great diagnostic and prognostic value. The first group
consisted of four cases, viz., the mother, aged fifty-nine,
in whom the disease had its onset after her marriage at
the age of twenty-three; a son, aged thirty-four, in
whom it had begun at sixteen ; a son, aged thirty-two,
in whom it had begun at fifteen ; a son aged twenty-
four in whom it had begun at fourteen or fifteen. The
second group consisted of three cases, viz., the mother,
aged forty-three, in whom the disease began at thirty-three; a daughter, aged seven years, in whom it had
begun at six years; a daughter, aged five years, in
whom it had begun in infancy. As the disease was in-
curable the onlymeasures to be takenwere prophylactic
and consisted in discouraging marriage in persons with
a tendency toward this disease.
occupation neuritis of the thenar branch of the

median nerve: a well-defined type of

¿Í;i¡ > OCCUPATION ATROPHY OF THE HAND.

Dr. J. RamsayHunt, NewYork, read this paper, and
said that a well-defined type of atrophy of the hand
resulted from an occupation neuritis of the thenar
branch of the median nerve, which was induced by a

compression of small motor branch of the median nerve
as it emerged from beneath the anterior annular liga-
ment of the wrist. This thenar branch was purely
motor and innervated the abductor pollicis, opponens
pollicis and the outer head of the flexor brevis pollicis.
This group of cases was characterized clinically by a

sharply defined atrophy, confined to the distribution of
this nerve. The thenar eminence presented a "scooped-
out " depression, lying between the outer border of the
first metacarpal bone and the inner head of the flexor
brevis pollicis. There were present well-marked
reactions of degeneration in the affected muscles ; and
objective sensory disturbances in the distribution of
the median nerve were absent. This type of atrophy
interfered very little with the usefulness of the hand,
as all the other muscle groups were normal.
He also called attention to another well-defined type

of occupation atrophy of the hand, described by him,1
which was dependent upon an occupation neuritis of
the deep palmar branch of the ulnar nerve as it passed
between the tendinous origins of the abductor minimi
digiti and the flexor brevis minimi digiti. In this type,
all the intrinsic muscles of the hand were paralyzed,
with the exception of those which are supplied by the
median nerve, and here, as in the thenar type of occu-
pation atrophy, sensory disturbances were entirely
absent, the deep palmar branch of the ulnar being a

purely motor nerve. The importance of these two
types of occupation (motor) neuritis became immedi-
ately apparent from the resemblance which they bore to
the Aran-Duchenne type of spinal atrophy. This
resemblance was enhanced by the well-known fact that

progressive muscular atrophy, beginning in the small
muscles of the hand, not infrequently developed with
occupations necessitating an over-activity of these
members. There was no question but that cases which
belonged "to one or the other of these two groups of
occupation atrophies, without sensory disturbances,
were not infrequently erroneously diagnosed as spinal
atrophies. Hence their clinical and diagnostic impor-
tance.
HORIZONTAL OSCILLATION OF THE EYEBALL IN PARALYSIS
OF THE ORBICULAR BRANCHES OF THE FACIAL NERVE.

Dr. L. Pierce Clark and Dr. H. H. Tyson, New
York, presented this paper, saying that it was fairly
well known that in Bell's palsy the upward and inward
or outward rotation of the eyeball was a physiological
act and was not pathognomonic of any special type of
palsy as it might be shown in a normal person. Schles-
inger had reported one case of horizontal oscillation, and
a few other observers had noted the same phenomenon.
It consisted of a see-saw oscillatory movement of 40 to
60 vibrations a minute, when a persistent forceful
attempt was made to close the lids, the opposite eye
participating in the movement. They reported three
cases. The explanation was as difficult as that for
ordinary nystagmus.

HOW SHOULD THE PAROCCIPITAL FISSURE BE
REPRESENTED IN FISSURAL DIAGRAMS?

Dr. Burt G. Wilder, Ithaca, N. Y., presented this
paper, saying that commonly this and the parietal
fissure are interpreted and represented as, respectively,
the occipital and horizontal components of the intra-
parietal fissurai complex. In apes and monkeys,
young and adult, they were always continuous; the
fetal conditions were unknown. In the human fetus
they always commenced independently and remained
separate in about 40% of hemicerebrums, but
united sooner or later in the other 60%. In many,
perhaps most, of the cases of superficial continuity the
original isthmus might be recognized as a more or less
deeply submerged vadum or shallow, and it was a fair
question whether cases in which the fissure at this point
was less than one half the greatest depth at either side
should not be regarded as cases of separation rather
than continuity. Superficial continuity was two or

three times as common as separation on the left side,
but on the right separation was more common, about
55%. In the light of existing knowledge, the writer
concluded that fissurai diagrams should include the
dorso-caudal aspect of this region, with continuity of
the two fissures on the left and separation on the right;
when only one lateral aspect was shown the fissures
should stiil be separate, but there should be a statement
as to the conditions in the lower primates and in the
human fetus and average adult.

THE HERPES ZOSTER OTICUS: A STUDY OF THE ZOSTER
ZONES OF THE GENICULATE GANGLION OF THE FACIAL
AND THE JUGULAR GANGLION OF THE VAGUS.

Dr. J. Ramsay Hunt, New York, presented this
paper in which he called attention to the " herpetic
inflammations of the geniculate ganglion of the facial
nerve," a syndrome described by him before the
association three years ago. The present study was

an attempt to define more accurately the zones of the
geniculate area and to differentiate the geniculate zone

from the zones of the glossopharyngeal and jugular
ganglion. Three kinds of evidence were considered,
anatomical, embryological and clinical. The latter
was based on the analysis of 25 cases of isolated herpes
oticus, which included 6 personal observations. In
consideration of this evidence, he believed that the1 Jour. Nerv, and Ment. Dis., 1908. '
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geniculate area was represented on the following ana-
tomical landmarks of the ear: the external mea tus,
concha, tragus, antitragus, antihelix, fossa of the anti-
helix and the external surface of the lobule. That
the zones for the jugular ganglion of the vagus and
the petrous ganglion of the glosso-pharyngeal were
represented on the posterior portion of the tympanic
membrane, and the posterior wall of the auditory
canal, as well as a cutaneous strip on the postero-
mesial surface of the auricle and the adjacent
mastoid region. The other portions of the auricle
anteriorly and posteriorly corresponded to the
Gasserian and cervical zones respectively. Attention
was also called to the occasional occurrence of an erup-
tion on the anterior two thirds of the tongue and soft
palate in cases of facial palsy. It was very probable
that the facial nerve had a vestigial sensory innerva-
tion within the buccal cavity in these distributions;
and it was quite possible that such cases were to be
explained by herpetic lesions in the geniculate ganglion,
although a neuritic origin for this distribution could not
be entirely excluded. It was especially emphasized
that this attempt to differentiate the zones of the
auricle was entirely a preliminary one and that at the
present time, with the material at hand, it was quite
impossible to do more than to indicate their probable
areas. The clinical importance of herpes zoster oticus
was indicated, and the significance of the " zoster "
method in determining the zoster zones of the seventh,
ninth and tenth nerves in the auricle. Attention was
also directed to the facial palsy and auditory disturb-
ances which so frequently accompanied herpes oticus,
also the possibility of pneumogastric disturbances
which so frequently accompanied herpes oticus, also
the possibility of pneumogastric disturbances in this
group of cases. He also believed that the ganglia of
the auditory nerve, the ganglion of scarpa and the
ganglion spirale, might be primarily involved in zoster
symptoms of Menière's disease.

DREAMS AS A DIAGNOSTIC AND THERAPEUTIC AID.

Dr. B. Onuf, New York, read this paper, and stated
that diagnostic aid might be obtained from the study
of the amalgamation or mixture of two or more differ-
ent characters into one which occurred in a dream;
also by noting the reversal of rôles played by different
characters of real life as it occurred in dreams. Assis-
tance in treatment of certain conditions might be
secured by suggesting a dream to take place in a hyp-
notic or post-hypnotic condition. For example, in
case of a woman who had had an aversion to beans and
sweet cabbage which appeared to be purely psychic
it had been suggested that she dream in a hypnotic
state that she was eating these articles with great relish.
The result was that it had temporarily the desired end.
Adjourned 12.50 p.m.

OFFICERS FOR 1910.
President, Dr. Morton Prince, of Boston. Vice-Presi-

dents, Dr. John K. Mitchell, of Philadelphia; Dr.
Herman M. Hoppe, of Cincinnati. Secretary and
Treasurer, Dr. Alfred Reginald Allen, of Philadelphia.
Councillors, Dr. C. L. Dana, of New York; Dr. J. J.
Putnam, of Boston,
Next meeting to be held in Washington.

Zone of Quiet.—Alderman Bow, a member
of the Minneapolis council committee on health
and hospitals, will introduce an ordinance for
the establishment of a zone of quiet to be
maintained in the vicinity of all hospitals in the
city. —Jour. Am. Med. Asso.

BookReviews.
Principles and Practice of Physical Diagnosis
By John C. DaCosta, JR.,M.D., Associate in
Clinical Medicine, Jefferson Medical College;
Chief of Medical Clinic and Assistant Visiting
Physician, Jefferson Hospital, etc. Illustrated.
Philadelphia and London: W. B. Saunders
Company. 1909.
There are many books on physical diagnosis,but this constitutes no adequate reason why others

should not be forthcoming. This volume by
DaCosta is a careful summary of much personal
experience of some of the present methods of
physical diagnosis. In the subjects discussed,
which are methods and technic of physical
examination, examination of the thorax, examina-
tion of the bronchopulmonary system, diseases of
the bronchopulmonary system and mediastinum,
examination ôf the cardiovascular system, dis-
eases of the cardiovascular system, examination
of the abdomen and the abdominal viscera, the
author has gone into very considerable detail and
given an admirable presentation of presentknowledge and methods. It is evident, however,that physical diagnosis goes far beyond the scope
of this volume, a fact which in some way should
be recognized in the title. An unfortunate omis-
sion, and one which tends to widen the gap
between diseases of the nervous system and in-
ternal medicine, is a complete ignoring of the
many means of physical examination required in
determining organic nerve lesions. The diag-
nosis of diseases of the nervous system is certainly
a distinct and a very important part of physical
diagnosis, and yet this manifest fact is wholly
ignored, not only in this, but in certain other
similar books which purport to be general con-
siderations of physical diagnosis. We regret this
omission in an otherwise excellent book, which
will undoubtedly find a definite place in the large
list of treatises on the subject of diagnosis. The
illustrations, largely photographic, are satis-
factory, and the book, were its limitations more
definitely stated, is to be recommended.

Neurological and Mental Diagnosis: A Manual ofMethods. By L. Pierce Clark, M.D., and A.
Ross Diefendorf, M.D. 12mo. Pp. xii, 188.
With 31 illustrations. New York: The Mac-
millan Company. 1908.
This little volume is not worthy of serious con-

sideration. It is superficial, incomplete and
inadequate. Although it claims to be a manual
of methods, the methods are so inadequately
described that the student would find it impossible
to make a proper examination by the aid of a
manual like this. The section on mental diag-
nosis is more satisfactory, for the writer gives in
the first chapter a list of the more prominent
mental symptoms, although the methods for eluci-
dating them are of little help. The final chapter is
a glossary of terms used in psychiatry,which would
be of more value if it did not define some of those
terms by cross-references to non-existent headings.
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